During acute rejection a transplanted kidney swells, and so a subjective evaluation of the the size of the graft by palpation is generally used to diagnose rejection. Ultrasound Anatomical reference points (for example, vessels emerging from the hilum) and a picture of the reference section were used to identify the same section each time. Biopsies were peformed with a Tru-Cut needle under ultrasound control. Cyclosporin A toxicity was diagnosed by a rise in serum creatinine concentration of ¢ 30 imol/l between two consecutive measurements followed by a return to the baseline concentration after a 30% reduction in dose; by blood cyclosporin concentrations of over 600 [g/l; and by an absence of an acute cell infiltrate in the biopsy specimen.
The reproducibility of scanning was assessed by repeated measurement of the same scan; calculating the variation among the four scans produced each day; and calculating the day to day variation in measurements of an 18 month old transplant with stable function. In each case the variation was always less than 6%. We therefore arbitrarily defined an increase in cross sectional area of 10% or more as important. A scan showing such an increase was referred to as a positive scan, which suggested an episode of acute rejection.
The figure shows the changes in cross sectional area for the 131 episodes of acute graft dysfunction. There were 70 cases of acute cellular rejection, and in 64 of these the ultrasound scan was positive (range in increase in size 10-103%). In six cases the scan was falsely negative (sensitivity 91%). The figure shows the other diagnoses: in this group there were 54 true negative and seven false positive scans (specificity 89%). The 
